This article discusses social, political, and economic aspects-particularly, gender and race-based 
Introduction
This article is concerned with the organization of care in the global economy. Most work on globalization focuses on money, markets, labor, mobility, and the distribution of resources. However, a key dimension, which arguably underpins *Senior Research Officer, Department of Sociology, University of Essex, United Kingdom. I would like to thank the Italian scholars who have generously helped me in this research, especially Francesca Bettio and Giovanni Lamura.
plications for the recognition of the labor of care as work that is itself imbued with gender and race. This article addresses the following questions: How is care work carried out in Italy, in relation to dimensions of formal and informal, paid and unpaid, market and nonmarket work? What is the place of migrant labor within these forms? What is the significance of migrants engaged in care work? After a brief discussion of the conceptualization of care, which sets out some of the issues at stake in researching care, this article outlines the range of socioeconomic modes of provision of care in Italy in comparative perspective. It then focuses on the use of migrant labor for elder care work and spells out the underpinning issues and interconnections. Overall, this article makes a contribution to debates on care, especially the social organization and relations of care, and highlights the interconnections between different forms of provision. While based on Italy, the discussion is also relevant to other industrialized countries, notably in southern Europe. Furthermore, this article also uses the field of care work to raise questions about the politics of this kind of labor and its organization globally.
I. Conceptualizing and Researching Care
Care is not a straightforward term to pin down, and the characteristics of caring have been variously explored in feminist scholarship, welfare states research, and public and social policy. 5 If, very broadly, care refers to the activity of looking after people who are not able to look after themselves, 6 it has been understood as labor and as love, 7 as duty and as obligation, 8 and as a moral orienta-5. Interestingly, "care work" does not feature in the most recent dictionary of sociology. See A Dictionary of Sociology 53 (John Scott & Gordon Marshall eds., 3d ed. 2005), available at http:// www.oxfordreference.com/views/BOOK_SEARCH.html?book=t88&subject=s20. The only related term included is "informal care," described as " [c] are given to dependent persons, such as the sick and elderly, outside the framework of organized, paid, professional work." Id. at 308, available at http://www.oxfordreference.com/views/ENTRY.html?entry=t88.e1111&srn=1&ssid= 443947768#FIRSTHIT. This definition effectively sustains a strong distinction between different socioeconomic modes of work and hints at the continued invisibility of care.
6 tion, 9 a way of being in the world. For some, the emotional dimension of the activity is foregrounded: "Care is the activity of attending to others and responding to their emotions and needs." 10 For others, work is more prominent, as is reflected in various terms, for instance "care-giving work,"
11 "people-centred work," 12 and "care work." 13 While early sociological and feminist interest in care was concerned with claiming care as work and making this work visible, scholars working within the field of care, largely within social policy, are no longer keen to limit care in this way. 14 In recent work, scholars have challenged any strong distinction between "cared" and "cared for," as, through reciprocity and interdependence, we have all experienced the giving and receiving of care at one time or another. The tendency in much work on care has been to constitute some actors as having responsibilities to care, while others as paid to take on the activity of care work. This, it is argued, is misplaced. Starting from the mutual interdependence of care relationships is a positive recognition of the vulnerability of the human condition, including the acknowledgement that some people are constituted as more or less vulnerable at different times and places. 15 However, this position may overlook the extent to which the scope and possibility of caring and being cared for are differentiated along many social dimensions and how the labor of caring itself is strongly marked by gender, class, and in recent decades, by ethnicity and nationality. Paradoxically, a feminist-inspired critique of the relations of caring runs the risk of obscuring the importance of gender inequalities in care practices. Susan Williams comments that this happens in two ways: first, through the tendency to reify the need for care by describing it in ways that make it seem biologically driven, and thus obscuring policies and structures through which certain needs are made evident; and, second, through the claim that care is universal and reciprocal. 16 While this approach to understanding care is valuable for its aim to unpack ideals and assumptions of autonomy, dependency and the labor of care are not equally distributed.
In the present research, our starting point is that care is work, whether it is recognized as such by individuals or institutions and whether it is paid or unpaid, physical or emotional. 17 One of the problems within policy debates on care is that issues of social exclusion, quality of life, autonomy, and dependence of those in need of care have been thought of in terms of interpersonal relations and responsibilities. 18 Care is not only a feature of personal relations between "cared for" and "carer," but is a relational process that has an existence and a set of consequences at the macro level. The relations of caring, the social organization of the work of care, and resources and entitlements all arise through social and economic choices and cultural and political practices and must be investigated as such.
The research presented here is based on various literature, data, and information. First, we reviewed existing published literature in the fields of care, work, and migration in Italy and across Europe, in light of our research aims and questions. Second, statistical data collection focused on the presence and social characteristics of migrant carers and the provision of care in other forms. Third, we conducted primary research through interviews with experts and informants who were either scholars in the field of elder care or public officials engaged in the practical organization of care for the elderly. This fieldwork also included gathering unpublished documents and materials (e.g., local authority reports on care work In the context of an aging population across Europe and a changing balance between young and old, the need for elder care is stretched and likely to grow as the population ages-this is what Hochschild has termed a "care drain." 20 In Italy, this problem is already acute as one-quarter (25 percent) of the population is currently over sixty. 21 While increased life expectancy is accompanied by prolonged good health, there is nevertheless a rise in the numbers of the very elderly with significant care needs, and this is set to grow further in the next decades. Indeed, 3.9 percent of the population is over eighty, a proportion that is expected to double by 2010. 22 More women than men survive into very old age, 23 many of whom live in single-person households. 24 The postwar period has also been marked by the lengthening of working life; the demise of extended family in close geographical proximity; and a decrease in family size in the twentieth century and, therefore, in the number of daughters available to care for elderly parents. At the same time, the increase in women's participation in the labor market has been very significant: while the proportion of Italian women in the labor market remains under 50 percent, this represents a twofold increase in the second half of the twentieth century, and labor market participation is far greater among younger than older women. 25 Taking these factors together, the already 25. The proportion of women in the formal labor market in Italy remains the lowest in the EU, at 45.2% in 2004. Eur. Commission, Employment Rate: Females, http://europa.eu.int/comm/ index_en.htm (follow "Statistics" hyperlink under "Quicklinks" in the bottom-right of the page; then click circle "EN" (language) image hyperlink; then follow "Employment" hyperlink under mmm evident demographic issues of an aging population and a reduction in the supply of informal female carers are likely to peak in the next twenty years.
If care was once assumed to be performed within families in a relatively uncontested way, it is now the subject of considerable debate within social policy and politics more broadly, and it is an area in which we can see major shifts in work arrangements, including the creation of new occupations, agencies, and other organizations. The issue of how to manage care has moved in different directions with different outcomes, in principle and practice, across Europe and elsewhere. Care provided by women motivated by affection or obligation (arising from their locations within households) is strong in Italy and Spain, as is care provided through the employment of migrant men and women (arising from their location in the global economy); state provision of services dominates in Sweden where residential facilities and home services are widely used; and voluntary work is significant in the provision of care in the Netherlands. While family care remains the primary form of elder care across Europe, over the last decades care has in some places moved outside of the realm of affective relationships rooted in traditional kinship relations and into other forms of provision, supplementing, if not always substituting, family care. This process of defamilialization of care means that it has become commodified-managed in its component parts, which are assigned a financial and temporal value in the market. In other words, the time of a care worker is costed and the labor of care is timed.
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Italy has witnessed some of these trends toward commodification, yet the provision of care remains characterized by an "explicit familialism" 27 in policy, as options other than informal family care by women are not easily available. This emphasis on family care is reflected in images and ideals that are present in Table and Graph" icon to the left of "Employment rate: females" under "Employment"). Most of these women are employed full-time.
private accounts and public discourses. 28 Additionally, family care is an orienting principle of social policies and practices in the organization of care, for instance, in direct cash payments to the family to support elder care and in the low usage of residential facilities. Table 1 , opposite, summarizes the main modes of provision of social care in Italy. The table can be read as setting out the forms of provision from the most informal-assistance from family-to the most formalstate and private sector provision. While it is useful to describe these different forms of provision, in practice there are many interconnections and variations within and between these forms, for example, local authority support of voluntary organizations or direct payment by the state to family members for care.
The institutional relationships between different types of care-social care, health care, and pedagogic care-have implications for the organization and costs of provision. While these categories are not operationalized in uniform ways, social care is usually distinct from medical care, therefore referring to nonmedical care needs, and both social and health care are distinct from educational dimensions of care work, the latter being most relevant to childcare or care for those with learning disabilities. In Italy, social care is demarcated from medical care. Health care (access to general practitioners and acute hospital care) is free; means-tested social care (in the form of services) is available through local authorities; cash payments are made from the state (means-tested disability allowances and non-means-tested attendance allowances); and local authorities may provide additional, usually means-tested, financial assistance. Long-term residential and nursing home costs are only partially covered by the state, making the distinction between health and social care especially significant, as in England and elsewhere. Conspicuously, enrollment in residential homes in Italy is very low, although there is considerable regional variation with much higher usage in the North than in the South. Only around 2 percent of elderly people in Italy live in residential homes, a figure that is between one-third and one-half that of other industrialized countries. 29 This low enrollment is in contrast to 2. This part of the list is developed with reference to documents from a large central Italian province in which fieldwork was conducted. While these are indicative, there is considerable national variation. Additional services include: temporary services, e.g., Summer help; and preventive measures, e.g., installation of air conditioning.
3. The "care allowance" is administered through local authorities to elderly people at risk of insitutionalization. Attendance allowance (assegno di accompagnamento) is paid by local authorities (municipal level) to the family of the recipient of care. The amount varies considerably, depending on income and support needs, from less than 100 euros per month to 450 euros per month if a private assistant is hired to whom it is paid directly (if assistance is formally declared). Disability pension (233 euros per month, but 252 euros in case of full blindness) is means-tested, and paid by the State to the elderly; attendance allowance (430 euros, but 670 euros in case of blindness) is non-means-tested, and paid by the State to fully disabled elderly only; care allowance (amount varies) is usually means-tested, and is paid by some (but not all) local authorities (Municipalities or Regions) to (usually) only fully disabled elderly or their family caregivers (and in a few cases also to non relatives -residential homes -other services similar to those offered through public sector projections of twenty years ago, when it was imagined that a rising elderly population would lead to increased use of residential homes. The cost of residential facilities is high: the simplest level, casa di riposo (residential care home), typically costs around 1,100-1,200 euros per month, while the cost of a nursing home is upward of 2,000 euros per month. 30 In instances where the costs have been lowered or local authority cash contributions increased, applications have increased very significantly.
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In research conducted on the provision of care, in which EU countries were ranked on the basis of the informal care provided by women, Italy-along with Greece, Spain, and Portugal-fell within the group of countries described as "uneven providers." These countries overprotect some segments of the population and underprotect others and, notably for the present research, provide the lowest institutional or state-supported home-based care. 32 In Italy, in addition to the low proportion of the elderly population in residential care, home-based services are also very limited. 33 In general, social services do not have the resources to satisfy care needs beyond a very limited number of cases or situations. It is family care that predominates; it is a social and practical obligation. Estimates indicate that 11 percent of the population over fifty (close to 2.5 million people) care for a dependent older relative, and that the majority of these carers are women. 34 Indeed, the enduring gendered division of unpaid care work is conspicuous across European countries. Other figures suggest that long-term care needs are met by family and friends in 30. These figures come from expert interviews. 31. Da Roit, supra note 24. 32. But see Francesca Bettio & Sacha Prechal, Care in Europe, Joint Report of the "Gender and Employment" and the "Gender and Law" Groups of Experts 34 (1998) (suggesting there may be more supports in practice than appear on the basis of policies, e.g., respite hospitalization in Italy in the 1990s). proportion is 5%; in Canada, 6%; in Australia, Belgium, and France, 6.5%; and in Sweden, 9%. Id. at 47 n.12. Recent figures for a large province in central Italy suggest that around 1.6% of the over 65s are in residential facilities; two-thirds of these are nursing homes.
See Franco Pesaresi & Cristiano Gori, L'assistenza agli anziani non autosufficienti in Europa, in
83 percent of cases, 35 and a large proportion of persons offering informal care to adult dependent family members do so without any other form of support.
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Notwithstanding this picture, there are a variety of configurations of care and new forms that have emerged in recent years. The modes of provision do not usually exist in isolation from one another; for instance, delivery of care services by private and voluntary sectors is both part of and in addition to public provision, resulting, for instance, in public-private-voluntary hybrids. 37 Furthermore, the separation often assumed in policy between formal care by professionals in institutions and informal care at home by family and friends may have little basis in practice. 38 So, while family care remains the dominant form of care in Italy, there are novel mixes of forms of care that transcend the public-private, market-nonmarket, and paid-unpaid distinctions. In the next section, this article focuses on the use of migrant labor for elder care work and explores its relationships to other forms of care in a global perspective.
III. The Use of Migrant Labor for Elder Care Work in Italy
If family care remains the dominant mode of provision of elder care, a very significant trend in recent years is the employment of migrant labor for homebased care, both as resident and nonresident care workers. There are a large number of domestic and personal care workers in Italy, as compared to countries of north and west Europe. Most are migrant women who are often employed without a regular contract. 39 While this phenomenon-often referred to as badantehas been visible in the past decade or so, it has a longer history. 40 In the 1970s, 36. I am grateful to Manuela Naldini for bringing this to my attention.
37. See Glucksmann, supra note 17. 38. See Fink, supra note 15, at 33. It is widely reported that family members routinely perform basic personal care for relatives in residential facilities, such as taking in food and washing and dressing patients. This is also the case in hospitals where relatives wash or feed patients, stay overnight with them, or, in an interesting twist, pay someone else to do so.
39. The regularization schemes make visible workers who were previously without legal status. Bettio et al, supra note 38.
40. The term badante refers to a person who cares for another elderly or disabled person. It is a bureaucratic term which has also appeared in legal texts, and an everyday description. Accademia della Cursca, New Words, http://www.accademiadellacrusca.it/parole/parola_singola.php?id=779 &ctg_id=58. For the history of domestic service in Italy, see generally Jacqueline Andall, Gender, Migration and Domestic Service: The Politics of Black Women in Italy (2000).
women migrants employed as domestic workers or carers were from the former Italian colonies of Somalia, Ethiopia, and Eritrea, or from Cape Verde or the Philippines. While employed as domestic helpers, and less so as care workers, Filipina women were mainly middle class, educated, and possessed good qualifications. From the 1980s, single women, also with medium levels of education, arrived in Italy from Peru, El Salvador, the Dominican Republic, Colombia, Chile, Brazil, and Argentina. Through the 1990s, single female migrants originated from central and eastern Europe, including Poland, Romania, Hungary, Russia, and Albania. 41 For those employed in the formal sector, numbers are regulated by an annually fixed quota, and permits are strictly tied to employment. This makes domestic workers highly dependent on the goodwill of their employers and often subject to exploitation by them. Alongside formal employment, large numbers of women are employed informally. For instance, women from Eastern Europe often work on a temporary basis, for two to three months at a time, sharing jobs with female family members or friends. This practice, widely referred to as "pendulum migration," means that migrants rotate work in Italy, and other EU countries, with periods at "home," repeatedly returning on tourist visas.
Recent estimates suggest there are 600,000-700,000 people, most of whom are foreign migrants, engaged in home-help care as personal assistants hired by Italian families. 42 Women represent the majority of carers, although some evidence suggests that the proportion of migrant men is also increasing. Presently, figures are available for the country of origin of registered domestic workers, a category that includes care workers but excludes all those employed informally or without legal status. The most up-to-date figures estimate that at the end of 2004 officially about 496,000 domestic workers worked in Italy, of whom 21 percent (104,000) come from the Ukraine, 16.4 percent (81,000) from Romania, 9.5 percent (48,000) from the Philippines, 7.1 percent (34,000) from Poland, 6.4 percent (31,323) from Ecuador, 5.7 percent (28,000) from Moldova, and 5.1 percent (21,000) from Peru. 43 If we consider the location of migrant workers within Italian households, more than one in ten Italians (10.2 percent) over sixty make use of privately employed domestic workers or carers, a figure which rises to 12.4 percent for seventy to seventy-nine year-olds and 20 percent for those over eighty, 44 evidencing the significance of migrant carers for the elderly. The trend toward the employment of migrants for care work has taken place in a specific political, economic, cultural-social, and institutional context. Italy is a relatively weak welfare state with a low supply of private-sector alternatives. At the same time, the underground economy operating outside the scope of legal regulation makes it easy for migrants to live and work in shifting relations of legality and illegality. The retrospective orientation of regularization schemes for those in work but without legal status (there have been five schemes since the 1980s) is considered to have had a powerful impact on migratory practices. 45 Furthermore, the presence of large numbers of migrants has itself generated change, causing the informal economy to expand and take new directions, notably in the provision of care. 46 All of this takes place within a set of global socioeconomic and cultural processes and relationships that shape this mobility, ranging from the movement of global capital to the technologies of travel. 47 The lack of a wider politics of care turns it into a private issue to which individual solutions must be sought.
Of further significance for the development of this form of care is the relatively low cost of employing a migrant worker. If social security payments are made and the situation of the worker is completely regularized, the costs may exceed 1,000 euros per month for nonresidential carers, especially in northern Italy; otherwise, they may be less than 800 euros per month. 48 In a context of generous pensions and disability allowances, and the payment of attendance allowance of a maximum of 450 euros per month, this is an option that is within the reach of even lower-middle-class families and is considerably more affordable, as well as more appealing, than a residential care home for the elderly relative.
Finally, the regulation of care is uneven. The location of work being a private residence, and its naturalization as a feminine activity, seems to have placed it in a realm beyond ordinary regulation. Very few care workers have any kind of relevant qualification, although quite a number are well qualified in other unrelated fields. As an initiative in one central Italian local authority, a training program has been established to give credentials to the work that 300 registered women carers are doing, although the scheme has, to date, met with very limited uptake. Still, this suggests a shifting reformulation of home-based elder care from an everyday activity with an unelaborated economic relation into care as a field of work.
Thus far, this article has sought to map the ways in which care is performed across the boundaries of work between paid or unpaid, market or nonmarket, and formal or informal in Italy, evidencing in particular the use of migrant labor for elder care and its relationship to other forms of provision. Italy is the "oldest" country in the world in terms of the proportion of elderly persons within the population. 49 This makes it an interesting case to explore what happens when demand for elder care is so high, especially in a context of the diminishing supply of informal female carers. This, combined with limited alternatives in public or private provision, a significant informal economy, and regularization schemes for migrants, has given rise to the appeal of migrant labor for elder care work. It is a relatively affordable option and is effectively supported by government through cash payments for care. Crucially, this can only happen in a context of uneven development globally, which makes such work financially attractive to migrants, in spite of its low pay by EU standards. 50 Within Italy, alternatives might have arisen, and there are indeed some reports that residential facilities were expected to fill an anticipated gap in supply. 51 What is significant is that, in addition to cost, migrant labor is appealing insofar as it allows a sustained emphasis on familialism and the continuity of family care. In short, migrant labor fills a supply gap at a low cost and sustains an ideal. The next section discusses the national and global implications of these arrangements. 49 . See United Nations, supra note 21. 50. In practice, the money often goes less far than is imagined, and the women end up working for far longer periods than anticipated.
51. See supra note 19.
IV. Implications: Gender and Race in the Meaning and Practice of Care Work
In this section, the discussion explores what the care work arrangements presented above mean in terms of the politics of these forms of labor, the construction of the workers themselves, and the labor they perform.
In Italy, migrant labor has partially replaced and partially coexists alongside two other forms of labor: first, unpaid care work done by women in their own homes, and, second, the paid care work of former rural Italian migrants to urban centers. If higher-class Italian families have long used paid care within the home for the elderly and for children, as well as for domestic work more generally, what is new about the present arrangements is their reach, whereby a broader swath of the population can now employ a carer or a domestic worker. This is widely described as a shift from a model of family care to the migrantminder model. 52 What we draw attention to in this article, however, is the embeddedness of migrant labor for care work within the previously existing forms of provision of care, facilitated by state supports such as cash payments or registers of care assistants and incentives to formally employ migrant women. In particular, we argue that this form of care represents a continuity in the dominance of family care as a practice and an ideal in Italy. The often continuous presence of the paid carer and nonspecification of tasks shares the characteristics of informal care. 53 At the same time, while some of the actual labor of care has been displaced from wives and daughters, they nevertheless remain significantly responsible for the management of the care contract or relationship. Furthermore, where the labor of one group of women is substituted with that of another, the domestic division of labor between men and women has largely remained unchallenged. 54 One element that is curious in the care arrangements in Italy is the apparent paradox of a strong normative ideal of personalized care (i.e., the importance of a particular person, for instance, mother or daughter, to act as Elisabetta Addis calls the "person-specificity" of care), on the one hand, and a high use of migrant labor for (elder) care work, on the other, all the while retaining a vocabulary of personalized care. 55 Family care is both a social duty in Italy and a legally binding financial responsibility, the two dimensions being traditionally addressed through intergenerational support. 56 While the migrant minder-carer may be present in the family or home, there is very limited discussion of the (initial) emotional dis-connection between carer and recipient of care, as compared to the long-standing bonds of family members, yet there are commonplace references, in qualitative research on the employment of migrant carers, to the migrant carer as "one of the family." While this may be read as the formation of some genuine bonds of affection (albeit in an unequal power relation), it can also be interpreted, in the Italian context, as an appropriation into the family in order to sustain the ideal of family care.
Furthermore, the employment of migrant women in care work has produced new divisions between women. While class retains its salience, there are distinctions between Italian, or west European, and "other" women. 57 These distinctions are reflected in caring work itself, where native Italian workers dominate the more professionalized fields of paramedic care, while migrant workers perform a larger share of the labor associated with the "dirt" of the body. Moreover, within the understanding of "other" there are subtle distinctions in public discourses and everyday accounts between workers of different nationalities.
Women have traditionally been thought of as having an innate capacity for caring. Even though biological and essentialist accounts have been debunked, the persistent narratives which echo these orientations, coupled with everyday experiences that emphasize women's caring responsibilities, continue to construct women as carers. In addition to this gendered construction of caring, we now find evidence that care is racialized. In a recent study of women migrants from Bulgaria and Hungary in Italy and the Netherlands, interviews with native women expose some of the characterizations of migrant women working in the field of care as "naturally" gifted for such a role and generally charitable in disposition, all in contrast to their Italian counterparts. 58 Several interviewees made much of their employees' willingness to labor without complaint and celebrated their apparent subservience as personal (or national) characteristics-rather than, for instance, an indication of their relative powerlessness. The migrant women were applauded for their acceptance of low wages by the native women, who at the same time admonished their Italian counterparts who would demand double for similar work. Furthermore, distinctions were made between different migrant groupings, based on stereotypes that appear to be widespread. For instance, women from some Latin American countries, according to the interviewees, have "sweet" temperaments making them good carers (but not as good cleaners).
59
This emphasis on the caring characteristics of some migrant women is also used to effectively devalue the labor they perform as work-as was previously done with respect to women more generally. If caring is a dimension of character, it is naturalized and seen as effortless, or as love or nature and not real work. In the case of migrant women employed in the home, it might be that employers find it problematic to fully recognize care as work and at the same time sustain the notion of family care. Indeed, the very presence of the employee within the home, in a space of overlapping spheres of life, confuses more formal contractual relations. The employee is therefore incorporated into the family as a way to conceal the labor relation and to extend the sense of personhood of the employer (especially where the latter is a son or daughter with a sense of responsibility for the care of an elderly parent). In particular, this operates through the conditions of work, such as extra hours and payment. Indeed, care work is often at the interface of relations of affection and/or obligation, work, and financial exchange. 60 Overall, the labor of migrant carers in personal services is marginalized as unproductive and is not seen as real "work." While feminists have long fought for the recognition of women's unpaid labor in the home as work, the paid labor of migrant women to take on some of these same activities in the homes of Italian and other women citizens is arguably even more strongly excluded from the category of work, not only on the basis of gendered relations but, in addition, through the dimensions of migrancy and legality. 61 If employers position mi-grant carers as not engaging in real work, this also sidesteps issues of social justice and avoids a confrontation with the often dissonant reality of highly educated migrant women doing low-paid and low-status work for middle-class families. Finally, the use of migrant labor for care work, and especially the labor of relatively young women, has implications not only within the country in which care is supplied but also for the sending country of the migrant labor: the "care drain" is at the other end of the global care chain from the "care deficit."
62
This shift in labor leaves some countries without either the necessary professionalized care available or a supply of informal carers for their own populations.
Conclusion
This article has evidenced and discussed the reliance on migrant labor for the care of the elderly in one country of western Europe. While we want to recognize new opportunities and broader life chances that these new jobs in the field of care might open up for some, there are new problems and costs in global care chains. These arrangements produce new inequalities in access to care and to choices about care. 63 "Opportunities" for migrant women-who might have high levels of education and aspirations for other kinds of work-mean that care work (along with domestic work and sex work) in richer countries becomes an option that is sometimes difficult to refuse when it promises to offer financial support for many family members. These arrangements not only largely sustain gendered associations of caring, but create new racialized distinctions between women. Finally, care arrangements rely on normative assumptions about who should care and how and where that care should take place-in short, dominant ideals of care. Further research is needed, especially from a more comparative perspective, to better understand the appeal of different configurations of care and what might be viable alternatives to the current practices of the displacement of care on a global scale. 62 . See Bettio et al., supra note 38. 63. Hochschild, supra note 1, at 142.
